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What is health? To de®ne it we must think about three separate conceptsÐdisease, illness and sickness. A disease can be de®ned as an abnormality of structure or function of the body (although that gets us into dif®culties in saying what is normal). An illness is a symptom experience (which may or may not be due to a disease), and can include experiences such as pain as well as restriction of activities (disability) or of participation (handicap). Sickness is the role played by those with a disease or an illness. Illness and sickness depend as much on environment and culture as they do on disease 1, 2 . Health literally means wholeness and can be interpreted as the ability of an individual to ful®l his or her potential; however, all too often the word is used to indicate absence of disease.
The way in which we currently approach these questions is apparent from the language we use: for example, doctors ®ght' diseases, while psychologists`worry' about illness. What about health? That seems to be the province of the politicians, who just`ponti®cate' about it. Scholars concerned with health issues also adopt one of two paradigms. The medical profession is tied to a modernist, reductionist approach, believing that if we dissect out the minutiae of the biology of any disorder we are bound to ®nd a cure. Post-modernists, in contrast, take a relativist approach, regarding disease and illness as socially constructed issues without reality or substance 3 .
Modernist and post-modernist paradigms
With many acute diseases the reductionist approach has been highly successful. However, I suspect that postmodernism is a more appropriate approach to illness, sickness and chronic disease. And it is the chronic diseases and illness that now present us with most of our troubles, rising in prevalence (Box 1). I would like to see the medical profession of the twenty-®rst century move from reductionism to a position that is more intellectually holistic. We should be putting more emphasis on the consequences of disease for individuals, and take the cultural determinants of illness and sickness into account.
HEALTH SERVICES
The word medicine comes from the latin mederi, meaning to look after or serve 4 . Doctors and other health workers, when trying to look after those with disease and illness, need to remember the basic tenets of medicine, expressed by the ancient maxim, Gue Ârir quelquefois, soulager souvent, consoler toujours (cure sometimes, help often, comfort always). Health services can be divided into four categories, which in order of frequency of use in the UK are lay advice, complementary/alternative medicine, public conventional medicine, and private conventional medicine. I will comment on only two of theseÐconventional NHSbased medicine and complementary/alternative medicine (CAM). 
Conventional medicine and the NHS
The new technologies of medicine have yielded triumphs over certain diseases and permit near miraculous surgical interventions, but these advances have come at a price 5,6 .
Among the negative consequences I would list: undue faith in the new technologies at the expense of the old; undue emphasis on acute medical crises and life-threatening conditions; emphasis on the health of the individual rather than the whole society; a belief in scarcity and the need for rationing, rather than provision of care; fragmentation of care delivery and over-specialization.
The consequences of technological achievement in medicine are not all positive. The leaders of medicine have such faith in technology that soulager and consoler are being squeezed out: caring has been replaced by attempts to cure; trust has been replaced by litigation; a sense of duty has been replaced by an obsession with costs.
Furthermore, health services have become deeply fragmented. If something is seriously wrong, the general practitioner refers you to a physician, who consults others before perhaps asking a surgeon to do something. The tragedy is that each of these individuals is now working to a different model. As to the nurses, they are now largely forgotten. In short, medicine in the NHS has lost the plot.
Complementary and alternative medicine
Contrast this loss of plot (and of public faith) with what is happening to CAM. Complementary medicine has never been so popular and there are now said to be more CAM practitioners than NHS doctors in the UK. This is not because CAM can do anything. Unlike conventional medicine, most CAM has no ef®cacy and much of it is patently absurd. Take homoeopathy for example: to believe in its dilution principle is to abandon scienti®c knowledge 7 ; yet millions of people use it. The answer surely lies in the fact that the CAM practitioners, unlike many of those working in the NHS, still understand the basis of medicineÐthey care for their patients, give them time, and treat them as individuals.
HEALTH RESEARCH
Part of the loss of public faith in science and research is due to the development of a post-modernist society. But health research, like health care, also has troubles with emphasis and image.
What is scienti®c research?
Scienti®c research is a way of ®nding new things out, through observation, experimentation and replication. One of the pitfalls, created in part by the scientists themselves, is the lay belief that such an approach provides certainty. A key underlying principle in research is uncertainty: we can offer approximations and less uncertainty, but never answers 8 .
What is medical research?
The continuum no longer extends from bench to bedside but rather from proteins to policy (Figure 1 ). I have argued elsewhere that current medical research overemphasizes basic laboratory sciences at the expense of patient-related research 9 . This is part of a general phenomenon, identi®ed by Sir Peter Medawar in his observation that`the present devours the past'. In medical research we have become seduced by new laboratory techniques. A few years ago, if you went to present work at a scienti®c meeting, you were in trouble unless you had a western blot to show; now you need a gene sequence. On a recent visit to the Harvard medical school library, where material is organized by date on different¯oors of the building, I observed a strong inverse relation between the numbers of people on the¯oor and the time for which the material had been in print. Few people, it seems, are interested in the historical roots of medical research or the contributions made by our ancestors.
Research agenda bias
The way we organize medical research presents another dif®culty. The research agenda is controlled by vested interests. Those who sit on the grant-giving bodies (who promote the sort of research that interests them), and the pharmaceutical conglomerates (who look for magic bullets), are responsible for some of the worst biases. Figure 2 The self-serving research cycle common diseases is not in the best interests of the research consumer, because of agenda bias 11 . The extreme result of research agenda bias is the self-serving research cycle ( Figure 2) . So, like the NHS, medical research has`lost the plot' in the sense that it pays little attention to the needs of the consumers.
CAN HEALTH SERVICES RESEARCH COME TO THE RESCUE?
I have made some very negative remarks about current health and health research. My main conclusions thus far have been that: we are putting undue emphasis on reductionist approaches to the cure of those with acute disorders, at the expense of caring for those with chronic diseases and illness; the NHS has forgotten the basis of medical service (listening, caring, and looking after); and medical research is dominated by vested interests that perpetuate the obsession with laboratory-derived technologies. Can health services research extract us from these dif®culties?
Health services research is concerned with all forms of technologyÐdiagnostics as well as interventionsÐand seeks to know how they can be best used to the advantage of individuals with health predicaments as well as the whole society. Within this framework, several discrete questions will be asked about any technologyÐsuch as, Does it work? Do people want it? Can we afford it? How do we implement it?
But is it enough to address the dif®culties outlined above? I think not. Three other questions must ®nd their way onto the agendaÐWhat technology (research) do we want? Who is the technology for? How should we use it?
First, what research do we want? The control of the agenda by vested interests and the dominance of the laboratory-based sciences should be addressed. We must ask serious questions about what research should be done and about the value of information. The views of consumers need to be taken into account. The long-term belief in cures through basic science must be tempered with research into the current needs of those with common health predicaments.
Second, our NHS is built on the admirable principle of equality in healthcare delivery. The current government says it wants to honour that principle and reduce inequalities. But what do we mean by equality of healthcare? Do we mean equality of opportunity, equality of access or equality of outcome? There is a major dearth of information here. We know very little about the health needs of our community, and are too quick to blame lack of resources instead of stepping back and asking ourselves what we are trying to do and what we should be doing 12 .
Third, our obsession with technology has led to a system in which we deliver sophisticated forms of health care without heed for the context in which it is provided. There is evidence that patients value dignity, caring and respect as much as or more than technological expertise; moreover, the circumstances in which we deliver healthcare do make a difference 13±15 .
Governments and leaders of the medical profession have convinced themselves that problems can be solved by telling healthcare professionals to pull themselves together (clinical governance), by targeting symptoms rather than causes of failure (waiting-list initiatives), or, worst of all, by pretending that some of the issues do not exist (Frank Dobson's stance on rationing). They and we should shelve the crisis rhetoric and ask instead how we might best achieve the mission of curing sometimes, helping often and comforting always. As Bernard Lown reminds us,`Caring without science is well-intentioned kindness, but not medicine'. Science without caring empties medicine of healing and negates the great potential of an ancient profession 14 .
